Case report This 3-week-old boy was bom normally at full term weighing 3 o5 kg. At 2 weeks of age he was in congestive heart failure. A loud systolic murmur was heard over the praecordium; and the second sound was single. The pulse in the right arm was more forceful than the left. The femoral pulses were weak. A chest x-ray showed a large heart with increased pulmonary vascularity. The electrocardiogram indicated an excess of left ventricular activity for the infant's age. Treatment with digoxin and diuretics (chlorothiazide) together with sedation failed to improve the cardiac failure. Cardiac catheterization and angiography at 20 days of age showed a ventricular septal defect and interruption of the aortic arch. The femoral artery pressure (54/40 mmHg) was about half the pulmonary artery pressure (ioo/5o mmHg), and femoral artery oxygen saturation was 8i %. On the day after the investigation, at 3 weeks of age, he died suddenly.
At necropsy the venae cavae entered the right atrium normally. The foramen ovale was patent. The tricuspid valve was normal, and measured io mm in diameter. The right ventricle was dilated and hypertrophied. The pulmonary valve was bicuspid and enlarged (8 mm in diameter, Fig. IA) . The ventricular septal defect was 6 mm in diameter. Its superior margin was fibrous tissue that separated the pulmonary annulus from the atretic left ventricular outflow tract. The septal band formed the anterior margin of the defect; the inferior and posterior margins were formed by the parietal band of the crista supraventricularis (Fig. IA) . The intact membranous ventricular septum (pars membranacea) was normally situated under the parietal band. The main, right, and left pulmonary arteries were dilated. A partially constricted persistent ductus arteriosus (2-5 mm in diameter, Fig. iA ) gave access to the left subclavian artery and descending aorta (4-5 mm in diameter). The oval communication between the main pulmonary artery and the ascending aorta measured 4 x 6 mm. A 2-mm cuff or rim of tissue separated the origins of the great vessels and formed the proximal margin of the fenestration (Fig. IA) . The atretic aortic valve was located adjacent to the left ventricular outflow tract (Fig. iB) . The coronary arteries arose from the hypoplastic aortic sinuses (Fig. IB) . The aorta was 4 mm in diameter and p gave rise to the innominate and left common carotid arteries; the arch was interrupted. The pulmonary veins returned normally to the left atrium, which was normal in size. The mitral valve annulus was 8 mm in diameter. Though its papillary muscles were normally formed, the length of the free margin of the anterior cusp was restricted, a feature of the hypoplastic mitral valve (Rosenquist, I974). The left ventricle was 27 mm in length from mitral annulus to apex. Its only exit was the ventricular septal defect, which measured 5 mm in diameter (Fig. iA) .
Discussion
Although the combination of lesions described here (Fig. 2) 
